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SIXTEENTH MEETING 

Thursday, 22 May 1980, at 14h00 

Chairman: Dr E. G. ВEAUSOLEIL (Ghana) 

later: Dr Elizabeth QUAMINA (Trinidad and Tobago) 

1. MALARIA CONTROL STRATEGY(PROGRESSREPORТ)• Item 29 of the Agenda 

(Resolution WHA31.45; Document ЕВ65/1980/REС/1, decision (9), Documents A33/13 and 

A33/INF.DOC/1) (continued) 

Dr AL- DABВAGH (Saudi Arabia) said that a number of countries faced difficulties in 

financing malaria control programmes because of other priorities. His delegation considered 

that the epidemiology of malaria and its harmful economic and social impact called for greater 

efforts to control the disease. Vector aid parasite resistance must be given serious 

consideration. There should be training to ensure that locally trained manpower would be 

capable of implementing malaria control programmes. A number of developing countries were 

faced with difficulties resulting from shortages of antimalarial drugs and their high cost. 

Consideration should be given to the possibility of local manufacture of low -cost drugs in 

selected countries in each region. He hoped that WHO would investigate possibilities for 

developing an antimalaria vaccine. 

Dr MARINOV (Bulgaria) congratulated the Director -General for his comprehensive report. 

Bulgaria had recently hosted an international travelling seminar on the use of larvivorous 

fish (held in September 1979, with the participation of 14 countries) and a coordinating 
meeting within the framework of the íntercountry project on malaria control sponsored by UNDP 
(held in Sofia in March 1980). At both meetings the point had been reiterated that, 

notwithstanding progress made in some countries, the epidemiological situation was still a 

matter of serious concern. In that connexion, he drew attention to the figures of imported 
malaria cases reported in Europe between 1971 and 1978, contained in table V of the report. 

Those figures indicated a clear upward trend. In Bulgaria, where malaria had been eradicated, 

the number of imported cases had grown slowly but steadily during the last 10 years. 

He stressed the urgent need for promoting and implementing a strong and efficient system 
of vigilance in all countries which faced the danger of malaria resurgence. 

Dr REZA' (Iran) said that his country had had slightly more than 23 000 cases of malaria 

in 1979. Twenty-three years earlier, one million cases had been reported, and probably twice 
as many had in fact existed. Iran had at that time signed a tripartite agreement with WHO and 
UNICEF and had initiated a 10 -year programme for the eradication of malaria. 

Serious problems of a technical and managerial nature had arisen; about a year after the 
initiation of the programme, vector resistance to insecticides had been observed and further 
difficulties had arisen as a result of population movement, unsuitable housing patterns, the 
difficulty of communications in rural areas, and the customs and habits of the population. 

Nevertheless, as a result of a nationwide effort which had lasted for 23 years and an 
expenditure of more than$ 500 million, Iran had managed to bring malaria under control and to 

reduce the incidence of the disease to one- fortieth of its former level. The strategy 
followed had however encountered severe setbacks; malaria transmission had been renewed in 
areas in the consolidation phase, and countermeasures had had to be reinstated at high cost. 
His country's strategy was based mainly on the use of pesticides which had to be applied 
annually and sometimes three times during a single year. Vectors were becoming increasingly 
resistant to those compounds, the number of such compounds was limited, and it appeared that 
there was little hope that newer or effective, inexpensive and safe compounds would become 
available in the near future. 

The situation was alarming and merited the serious attention of WHO. In the south -eastern 

provinces of Iran, with a population of one million, the end of the line of compounds available 
for residual spraying was close. If resistance to baygon developed before malaria transmission 
had been interrupted completely, only one compound - fenitrothion - would remain. Owing to its 

high toxicity risk, fenitrothion had proved difficult to use in the climatic and social 
conditions of southern Iran. The situation was grave, since the consequences of running out of 
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effective residual pesticides would be catastrophic. Experience during the past 23 years had 

shown that, as long as malaria transmission existed in one part of the country, it was 

virtually impossible, in the absence of effective insecticides, to stop its extension to other 
areas, with the consequential return to high endemo-epidemicity. 

A similar situation presumably existed in other countries, and he was concerned to know 
what action WHO contemplated as a long -term strategy. He inquired could WHO provide guidance 
to Member States in their long -term planning and reorientation of national programmes? 

Action taken and contemplated in Iran had involved the division of the country into 
zones where measures suitable to local conditions had been applied. That step had followed 

the realization that the application of blanket spraying of entire malarious areas of the 

country had led to different results in different areas; the disease pattern, vector behaviour 
and human socio- cultural factors had had to be taken into consideration. If it had not been 

for the technical problems involved, especially those related to vectors, Iran would have 
achieved virtual freedom from malaria by the present time. 

The movement of population and the importation of malaria cases across frontiers 

represented another main problem. Results had nevertheless been satisfactory. In 1979, out 

of a population of 34.6 million under malaria risk, 9.6 million (27 %) had been under active 
protection with attack measures, and 25 million (73 %) in the consolidation phase. 

The cost of the programme had been high and the current burden on the health budget could 
not be maintained unless the malaria services were reduced or started to render additional 
services in other health areas. A combination of the two alternatives had been adopted. First, 
residual spraying had been reduced by 60% in the case of DDT and by over 80% in the case of 
malathion. Mass drug administration and active case -detection had been reduced. The malaria 

service had been administratively integrated with the department of communicable disease 

control in 1973, and measures were currently being taken to integrate field staff and 

activities. 
The integration effort had been facilitated by the launching in 1977 of a programme for 

the development of rural health services. Health and Welfare Houses were being established 
in rural areas throughout the country, each covering 1500 to 2000 inhabitants. Each Health 
and Welfare House, with a staff of one Behvarz and one Behdashtiar (health aid) would deliver 
both preventive and curative health services, and implementation of the malaria programme would 
be a major activity. 

The current active malaria eradication programme would be continued in the southern 
infected areas until transmission had been interrupted and the areas could then be turned 

over to the Health and Welfare Houses. It was hoped that judicious use of the residual 

insecticides would interrupt malaria transmission in all areas where active transmission 

continued to exist. 
The question which remained to be answered was what would happen if vector resistance 

preceded the completion of the Health and Welfare House programme or if the latter was not 

adequate to keep the malaria situation under control in all areas. Possibly more should be 

done where endemicity had been persistent to reduce the potential for transmission. He would 

appreciate the suggestions of the Secretariat on the matter. 

His Government was considering appropriating a portion of the national malaria service 
budget to introduce measures to reduce malaria potential in the Health and Welfare House areas. 

Such measures would include anti -mosquito operations, such as the use of larvivorous fish and 

engineering methods for mosquito elimination. Close cooperation would be maintained with the 

ministries of agriculture and public works in that connexion. 

Dr LEPARSKIJ (Union of Soviet Socialist Republics) said that his delegation fully shared 

the concern expressed by the Director -General in his report regarding the seriousness of the 

malaria situation, and supported the activities of WHO aimed at the development of a new 

strategy to combat the disease. His delegation had noted with satisfaction that the report 

had given extensive coverage to the programme in different countries and regions. WHO had 

been correct in reviewing the different types of research undertaken in the field of malaria, 

including epidemiological studies, as an integral part of the malaria control campaign at the 

country level. His delegation also approved the linkage between the malaria control 

programme and the Special. Programme for Research and Training in Tropical Diseases. Notwith- 

standing the first promising steps taken by the Special Programme, however, the prospects for 

new vaccines and methods to combat the disease were not clear. He stressed the need for a 

broader use of the results of practical research with a view to determining the optimum 
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possible combination of means available to combat the disease. The task of the Secretariat 

should be to recommend to national programmes the optimum combinations for the conditions 

prevailing in regions and countries and in different areas within each country. The training 
of staff and medical personnel represented an important element for the successful 
implementation of the proposed strategy for malaria control. Particular attention should be 
paid to increasing the number of national centres for training staff and to improving the 
quality of their work. He stressed that the development of primary health care, consistent 
with the resolutions of the Alma -Ata Conference, was an absolute prerequisite for the success 
of the strategy. The Director -General's report did not, he felt, emphasize that point 
sufficiently. His delegation would have welcomed more extensive data on that aspect. 

Dr TUN LIN (Burma) said that his delegation welcomed the Director -General's report and the 
information contained in document A33/INF.DOC /1. 

Malaria had been identified as the most important public health problem of Burma, where 
efforts were in progress to reduce the morbidity and mortality due to that disease. The malaria 
control programme included regular residual spraying, case - finding and management, passive 
case -detection, as well as in- patient suppressive treatment for clinically suspected malaria 
and chemoprophylaxis for vulnerable groups. Bio- environmental measures had been introduced. 
Technical and operational measures were however hampered by lack of transport and inadequate 
staff 

Burma was also confronted by the problem of vector resistance to insecticide and the 
resistance of Plasmodium falciparum to chloroquine. Further efforts were therefore required 
from WHO to encourage research for the development of control methods. The report indicated 
that in vitro testing of P. falciparum and simultaneous investigation of P. falciparum in 
relation to enzyme synthesis were being conducted and that the results of such research would 
be made available to Member States on request. His delegation considered that such information 
should be sent to Member States as soon as possible, and without being requested. 

His delegation welcomed the establishment of a permanent secretariat on training in 
Kuala Lumpur as a coordinating body for the malaria training programme for Asia. It 

considered that WHO should observe the principle of equitable geographical representation for 
Member States in the appointment of exert personnel. 

In paragraph 33 of document ЕВ65 /22 mention had been made of consultations with USAID on 
the development of the training programme for Asia, the Americas and, later, Africa. He 
congratulated the Director -General for that initiative, and suggested that WHO should 
encourage more bilateral and international aid for malaria control. 

In the area of the dissemination of information, guidelines on new approaches should be 
made available as soon as possible so that new strategies could be applied in order to reach 
the goal of health for all by the year 2000. Burma would continue its collaboration with 
WHO regarding malaria control. 

i 

Dr GАCS (Hungary) expressed the agreement of his delegation with the Director -General's 
report and the strategy outlined therein. 

The Hungarian People's Republic had been free of malaria during the past 30 years. It 
would nevertheless continue to support WHO and the malaria- endemic developing countries in 
the fight against the disease. 

All citizens returning to Hungary from malaria -endemic areas, or foreign students coming 
to study in Hungary, were subject to compulsory check -ups, including the taking of thick and 
thin blood films. Citizens travelling to malaria- endemic areas were supplied with 
chemoprophylactics. The "Alkaloida" factory in Hungary produced more than 400 tons of 
chloroquine annually, representing 30 -357 of world demand. The Hungarian Tropical Health 
Service had been developed into the Hungarian Tropical Health Institute which functioned as 
the Chair of the Postgraduate Medical School, with a 92 -bed clinical unit. 

Future plans for malaria control included: research and manufacture of new antimalarials 
such as debechin and drug combinations; comparative clinical, pharmacological and 
pharmacokinetical examinations to monitor the effectiveness and side -effects of currently 
used and new antimalarials - an activity that could be coordinated with WHO's Special 
Programme for Research and Training in Tropical Diseases; chloroquine toxicity tests with 
special attention to retinopathy; increased emphasis on basic and postgraduate training in 
tropical medicine and malaria for both Hungarian and guest students and doctors; cooperation 
with the WHO malaria action programme, including the possible organization of special courses. 
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Dr JESUDASON (Sri Lanka) said that in his country approximately 6.7 million people out 
of a total population of 14.5 million were exposed to malaria, mainly in the dry and 
intermediate zones where paddy cultivation took place for the production of rice, which was 
the staple diet of the people. 

Since 1977 malathion had been used, as the vector had developed resistance to DDT. 

The use of larvivorous fish for biological control had been introduced, and larvicides were 
being experimented with in selected areas. Stress had also been laid on the training of 
nationals in malariology. The ministries of irrigation, agriculture, education, treasury, 
planning and labour assisted in antimalarial activities. 

The importation and use of malathion by all ministries except the ministry of health 
had been banned in order to avoid the indiscriminate use and abuse of that insecticide, 
which might have opened up the possibility of resistance developing. In the river diversion 
programme for irrigation purposes, irrigation channels had been constructed in such a way 
as to avoid the pooling of water, bearing in mind that Anopheles culicifacies bred in 
stagnant water. Furthermore the channels were flushed weekly by opening the sluice gates. 
Studies had indicated that the release of a certain volume of water for half an hour at a 

time destroyed the mosquito larvae to a distance of five to six miles down the channel, as 

the larvae could only survive in stagnant water. 
Such measures, in combination with chemoprophylaxis and chemotherapy, the use of 

malathion and health education, had led to a substantial reduction in the number of cases 
of malaria. 

i 

Dr SANCHEZ MURIAS (Spain) thanked the Director -General for his progress report on 
malaria control strategy, which was a matter of grave concern to the Spanish health 
authorities. The problem was important both to malaria -endemic countries and to others. 
Malaria had ceased to be endemic in Spain in 1961 and subsequently there had been no 
indigenous cases. There was continuing concern for a number of reasons. Spain remained 
vulnerable because of the Anopheles population and because of the millions of visitors from 
countries with regions where malaria was endemic. The fact that the framework of the 
antimalaria campaign had disappeared at almost the same time as the endemic disease itself 
was a matter of special concern; the danger of resurgence existed and required attention. 
Moreover, the attitude of the general public and of the health authorities to malaria was 
over - optimistic, and doctors tended to regard it as of historic or exotic interest rather 
than as a current menace. Action was accordingly being planned on tropical parasitology 
and, in particular, on preventing the resurgence of malaria. 

His country had welcomed the initiative of the Italian Government in convening a 

meeting on malaria control for countries of the Western Mediterranean Basin at Erice in 1979. 
Spain, because of its geographical position, was a natural entry point into Europe for 
diseases which, like malaria, were endemic in countries to the south of the Iberian peninsula. 
Such bilateral or multilateral meetings were extremely useful, and his country intended to 
pursue the contacts made. His Government was ready to cooperate with others and, in 
particular, with its neighbours, in a common strategy to avoid the resurgence of malaria. 
His delegation accordingly welcomed the Director -General's efforts and warmly supported the 
report. 

Dr MORKAS (Iraq) said that malaria had clearly not yet been eradicated. The control 

of vectors represented the only way in which the parasites which produced the disease could 

be eliminated. The movement of the disease from one country to another must be controlled. 

To that end, coordination was essential. Notwithstanding all the efforts that had been 

made, the measures applied still suffered from shortcomings. Further control methods were 

required, and the background and climate of individual countries had to be taken into 

consideration. 

There was a regional malaria training centre in Iraq which also served other countries 
in the region. His Government provided assistance to the centre, and he wished to thank 

WHO for its technical and financial support. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) expressed grave concern 
at the unsatisfactory epidemiological situation, and strongly supported the Director -General's 
programme. 

He reiterated his recognition of the threat posed by malaria to the socioeconomic 

development of many countries. His Government had furnished technical cooperation, both 
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in cash and in kind, to many affected countries, frequently through consortium arrangements. 
Increased resources were not in themselves sufficient. It was vitally important that, 
collectively, those resources should be applied efficiently, and that technologies currently 
available should be used to the full immediately, within the constraints imposed by vector 
and parasite resistance in specific areas. It would be a mistake to defer proper action 
in any area in the hope that a more convenient tool might become available at some future date. 

His delegation strongly supported the recognition of malaria as the major tropical 
parasitic disease of socioeconomic importance in the Special Programme for Research and 
Training in Tropical Diseases, and wished to re- emphasize that point in endorsing the 
Executive Board's request to its Programme Committee to examine the matter in greater 
depth and to report back to the Board at its meeting in January 1981. 

Professor AVRAMIDES (Greece) said that, in the light of epidemiological developments, the 
malaria control campaign was a matter of great importance. The situation had assumed alarming 
proportions in view of the resistance of Plasmodium falciparum to 4- aminoquinoliпes and of 
Anopheles vectors to insecticides, bearing in mind that 1259.8 million people lived in areas 
where the disease continued to exist. Moreover, the rapid aevelopment of transport and 
population movements from one continent to another had increased the chances of a resurgence 
of the disease; in Greece, 195 malaria cases had entered the country from abroad between 1975 
and 1979. The immediate implementation of a systematic programme by all countries was 
essential if the disease was to be eradicated. 

His delegation would like to be informed how soon mefloquine would be available for use 
as an antimalarial against parasite strains resistant to chloroquine. 

е 

Dr ADHAMI (Albania) said that while, in some countries, the antimalaria campaign had 
languished in recent years, Albania had strengthened measures to prevent the resurgence of 
the disease. Before its liberation, Albania had had the highest malaria- endemicity in Europe. 
Immediately following the liberation, antimalaria campaigns had been organized at the national 
level; in 1958 those had been transformed into a malaria eradication programme which had 
succeeded in eliminating the disease by 1966. Since 1967 the only cases of malaria reported in 

Albania had been cases of Plasmodium malariae resulting either from blood transfusion or 
infection contracted before the disease had been eliminated, or had been imported. 

During the last two decades, virtually all lagoons and swamps had been drained. Such 
action had reduced the Anopheles population and restricted the distribution area of Anopheles 
sacharovi. However, rice paddies, canals, etc., were breeding places for Anopheles. 

Anopheles maculipennis had shown resistance to dieldrin and DDT - the result of the use 
of agricultural pesticides. 

His Government had adopted the following measures. Persons departing for malaria- endemic 
areas were given written instructions on how to protect themselves against infection and were 
provided with prophylactic drugs. On their return, they were subjected to a blood test and to 

eight consecutive weekly doses of chloroquine and primaquine. Foreigners arriving from malaria - 
endemic areas were given the same treatment. Positive cases were hospitalized and given 
radical treatment. Blood tests in all suspected cases of malaria were obligatory, as well as 
in cases of fevers of unknown origin. Towns and areas where cases of imported malaria existed 
were protected against mosquitos by anti - larvae measures. 

Following the eradication of malaria, the epidemiologists, laboratory technicians and 

inspectors who had been involved in the campaign had been transferred to district epidemiology 
centres. Surveillance personnel were given periodic refresher courses. 

Entomological surveillance was carried out in high receptivity areas and developments in 
regard to Anopheles sensitivity to insecticides were monitored. The ministry of public health 
had reserve powers to cope with any situation that might arise. 

Cooperation between countries could be very helpful in preventing the resurgence of 

malaria. 

Dr HULLER (Netherlands), referring to the Director -General's report, said that the malaria 

data presented by the regions showed that the global epidemiological situation was still 

serious. However, it was difficult to compare the control and training activities of the 

different regions, and future reports would benefit from a more comprehensive and more uniform 

presentation. For example, it was stated that an additional $ 10 million per year was needed 

in the African Region for the purchase of chloroquine, but it was not clear whether the 

annual distribution of 1000 million tablets of chloroquine was satisfactory, or why similar 

support was not needed in other regions. 
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He was impressed b the training and research projects listed in the information 

document (A33/INF.DOC. /l 
m 

, Annexes 1 and 2), which he understood did not include activities 
under the Special Programme for Research and Training in Tropical Diseases. He wondered what 
criteria were used in determining whether an antimalaria activity qualified for assistance from 
the regular budget or from the Special Programme. The objectives of the two programmes would 
seem to overlap. Future reports should indicate all WHO activities in the field of malaria 
control, research and training. 

The objectives of the programme were realistic. Eradication was no longer a key word, 
although the concept had not been entirely abandoned. Antimalaria programmes were long -term 
programmes requiring a strong political commitment and a well - trained and well -disciplined 

malaria unit in ministries of health in affected countries. 

The Director -General's report contained a plea for community participation with treat- 

ment through the primary health care system as part of an integrated approach to disease 

control. While he supported that approach, he urged caution. The extent to which a 

horizontal approach was effective depended on local circumstances, especially the level of 

efficiency of health services and the level of malaria endemicity. If the concept of a 

vertical approach to malaria control was entirely abandoned in hyperendemic areas, control 

might suffer serious setbacks. Health workers in malaria control required special training 

and supervision, and a high degree of discipline. 

Professor TEJEIRO (Cuba) said that resolution WHA32.45 concerning malaria control 

strategy clearly showed that it would be impossible to prevent the upsurge of malaria unless 

national authorities made a categoric decision to combat the disease. Further, the Director - 

General's report to the Executive Board at its sixty -fifth session showed that the experience 

and technology acquired over the last 20 years would in itself be insufficient to prevent the 

reintroduction of malaria. There were two different concepts: the need to extend research 

into all aspects of the disease and its control; and the need to enhance technical cooperation 

and training programmes, with WHO support. Member States should be urged to take appropriate 

political decisions within the framework of the new strategy and taking advantage of 

experience already acquired (in that respect the many WHO publications on malaria would be 

useful). The epidemiological and socioeconomic situation in each country should be taken into 

consideration. 
In Latin America, malaria had not been eradicated by 1970 as had been hoped, and Anopheles 

resistance to insecticides and Plasmodium resistance to drugs had continued to grow. 

Contributory factors had included poor community participation and weak public health structures 

as had become clear during international seminars on malaria eradication programmes held in 

Brazil in 1964 and in Mexico in 1965. 

The Declaration of Alma -Ata had stated that primary health care was the key to the 

approach to health in the community. Such an approach could prove vital in the fight against 

malaria. There was a danger of programmes being too rigid. They should be flexible enough 

to take account of different local and national characteristics. He was pleased to note a 

growing awareness of that in the documents provided. 

Satisfactory national health services were an essential prerequisite for the successful 

implementation of strategies. In Cuba, the last case of malaria had been recorded 13 years 

previously. However, some imported cases had since been reported. 

Dr SANKARAN (India) welcomed the documentation provided, and drew attention to the 

useful remarks made by the Director -General to the Executive Board at its sixty -fifth session 

(document ЕB65/1980/REС/2, page 232). The number of malaria cases reported in India in 1979 

showed a drop of 40% compared with 1978, and he hoped the trend would continue in 1980. 

Inputs into malaria control in India represented 25% of the health and family welfare budget, 

indicating the importance placed on the programme by the Indian Government. He thanked the 

various agencies that had given assistance, particularly SIDA, which had funded much of the 

Plasmodium falciparum containment programme. 

A recent development that had given rise to concern was the identification of several 
cases of Plasmodium cynomolgi (monkey malaria) in one state, with the probability of man-to-man 
transmission. Research teams were working to confirm those findings. The vector was probably 

Anopheles sundaicus. If that were to prove correct, there would be a serious zoonotic problem. 

Insecticides were becoming more expensive aid more difficult to obtain and resistant 
vector strains were developing throughout the world. Malaria research should therefore 
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concentrate on vector biology. India had embarked on an ambitious research programme that 
included vector cytogenetics, DDT and ICI resistance, gene -enzyme systems in Anopheles stephensi and 

A. culicifacies, vector ecology and epidemiology, and maintenance of cultures of Plasmodium 
falciparum, P. malariae and P. vivax for immunological studies. For biological control using 
bacterial agents, Bacillus spháericus, B. alvei and B. brevis were being cultured and added to 

peat. They had been maintained in that form for six months without loss of virulence. The 
peat was being placed in paddy fields in certain areas in an experimental attempt to destroy 
the vector. Seventeen species of fungi, including Ceolomomyces were being investigated as 
possible biological control agents. One species, Metarhizium, had recently been isolated which 
killed larvae within a primarily water -borne ecosystem. Another aquatic fungal agent, Lagenidium, 
pathogenic to Aedes aegypti, was being tried in paddy fields. Work was also being undertaken 
with nematodes and fish such as Apocheilus blochii which had certain advantages over Gambusia. 
Trials with traditional drugs were being undertaken to determine their potential. He requested 
the Director -General to make available information on traditional medicines for malaria other 
than those already reported by collaborating centres. 

Mr ALDEN (United States of America) welcomed the Director -General's thorough assessment 
of the world malaria situation and the information provided on WHO activities and the current 
costs of malaria control commodities. 

WHO should play a leading role in establishing realistic control programmes consistent 

with the options outlined in section IV of the Director -General's report. Given the present 

economic climate, it was particularly important to tailor the goals of programmes to the 
prevailing epidemiology, effective technical options, available funding and degree of national 

commitment. Antimalarial drugs should be used among high risk groups, especially in areas 

such as the sub -Sahara in Africa; the distribution of drugs could be used as the first stage 

in extending primary care coverage to areas not at present reached by health services. 

In one sub -Sahara African country the ministry of health in cooperation with a university 

department of community medicine, was implementing a community -based malaria chemoprophylaxis 

and chemotherapy project. WHO should collaborate with interested countries in similar activities 
in order to expand knowledge of and experience in extending malaria programmes at minimum 
cost and within the country's technological and financial capabilities. The Director -General's 
report (paragraph 9) described the serious financial difficulties being faced by countries; 
malaria control required long -term financing, and he was therefore concerned at the annual 
competition for scarce resources between malaria and other priority health programmes. In areas 
where malaria was identified as a serious public health problem, control programmes should be 
recognized as an important component of primary health care. 

He supported WHO's efforts to encourage regional training that would accelerate the 
development of national expertise. The United States would continue technical cooperation 
activities with WHO and with developed and developing countries through USAID and the Department 
of Health and Human Services' Center for Disease Control. An example was the recent preparation 
of a malaria control strategy for Africa, in cooperation with countries concerned, the WHO 
Regional Office for Africa, and WHO headquarters. 

Dr CAI SНENGGA (China) said that prior to liberation the number of cases of malaria in 

China had exceeded 30 million. The number had since dropped dramatically, and malaria was now 
under control in the previously ravaged southern provinces. In more than 600 counties 

incidence was now less than five per 10 000 inhabitants. China hoped to achieve virtual 

eradication of malaria by 1990 in most of the previously affected areas. In order to save 

time he would submit a report in writing to the Secretariat, giving details of the malaria 
situation in China. 

Professor TUCHINDA (Thailand) had found the documents provided both comprehensive arid 

informative. There had been a resurgence of malaria in Thailand in recent years owing to 

three major constraints on the antimalaria programme: administrative constraints, including 
insufficient funds and material resources, shortage of qualified personnel and delays in 

reporting; operational constraints, including population movements, inadequate safety for 

malaria workers in some areas, and a high rate of refusal to accept indoor spraying; and 

technological problems with both parasite and vector. Widespread resistance of Plasmodium 
falciparum to chloroquine precluded its use. The efficacy of residual spraying had been 
reduced by the tendency of Anopheles balabacensis and A.minimus to bite and rest outdoors. 
Serious efforts were being made to counteract the constraints. An applied field research 
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section had been formed in the Malaria Division in 1978 following the consensus reached 

at a regional seminar and a regional workshop held in India in 1977 and 1978 respectively. 

Dr PARADE (France) noted that 1980 marked the centenary of the discovery of the parasite 

causing malaria by Alphonse Laveran, a winner of the Nobel Prize for Medicine. France took 

great interest in the control of malaria, which was still a terrible scourge. The epidemio- 

logical situation was most disturbing, particularly in the African Region. His delegation 

approved and supported the new WHO strategy and the efforts of Member States to implement 

appropriate national and regional programmes to reduce mortality and morbidity, particularly 

in vulnerable age groups. 
French staff were active in the field, particularly in Africa, in primary health care, 

epidemiological surveillance, vector control and environmental health programmes. Through 

the overseas Pasteur Institutes, ORSTOM (the French office for scientific and technical 

research overseas), OCCGE (the Organization for Coordination and Cooperation in the Control 

of Major Endemic Diseases) and OCEAC (the Organization for Coordination in the Control of 

Endemic Diseases in Central Africa), French scientists and technicians were participating in 

malaria research programmes - particularly with regard to immunological aspects, new methods 

of chemotherapy, and new vector control measures, 
His delegation welcomed the stress placed in the Director -General's report on training, and 

on the need to develop national skills at all levels in the control of malaria and other 

tropical diseases. The dissemination of technical information to national health services was 

of great importance. He therefore welcomed proposals to update existing manuals and to prepare 

new publications concerning the reorientation of national and regional malaria control pro- 

grammes. Malaria control should remain a priority of WHO. 

Mr NGUYEN VAN TRONC (Viet Nam) said that several reasons had been advanced for the failure 

of antimalaria programmes in developing countries. Experience in Viet Nam had shown that there 

were six main problems, and once they had been resolved positive results could be expected. 

(1) Antimalaria programmes should be under the direction of both central government and local 

authorities, with comprehensive intersectoral participation; the health services should be 

responsible for formulating strategy and for the technical management of programmes. 

(2) Community participation through various mass movements including the Red Cross, was a 

prerequisite for the success of programmes; the masses would be willing to participate if they 
understood programme objectives. (3) Programmes should be integrated with day -to -day primary 

health care activities. (4) Due attention should be given to curative treatment; the 

Plasmodium index in Viet Nam was currently 40 -50 per 10 000 inhabitants. General practitioners 
should be urged to take blood smears for all patients with febrile conditions and trained to 

diagnose clinical malaria, to interpret results of laboratory tests, and to treat the various 
forms of malaria. (5) Bilateral or multilateral international cooperation was essential, 
particularly among the countries of a given region. (6) Political emergencies, war and 
threats of war interrupted malaria eradication campaigns. The invasion of the six border 

provinces of northern Viet Nam in February 1979 had been followed by an increase in the 

Plasmodium index throughout the area. 

Progress made in resolving the six main problems had been considerable. In the north, 

malaria currently existed only in small foci; it was present in 393 dispersed communes. Some 

five million inhabitants had been protected by DDT spraying, and 754 000 people had received 

prophylaxis. Of 1 047 360 smears examined, 3687, or 0.35 %, had been positive, compared with 
0.43% in 1978. In the south, 6.5 million people had been protected by DDT spraying, and 

6 million had received prophylaxis or therapy. Spraying had covered hyperendemic and meso- 

endemic areas in the interior. With 37 095 of the 722 039 slides examined proving positive, 

the Plasmodium index was 5.10% compared with 10% in 1976 and 5.58% in 1978. 
Malaria control activities were a priority in the prevention and control of social diseases 

in Viet Nam. Despite numerous difficulties, experts aid material were being shared with 
Democratic Kampuchea and the Lao People's Democratic Republic. 

Specific problems that remained to be solved included: resistance of Plasmodium falciparum 
to chloroquine, particularly in the south; exophily in Anopheles balabacensis; resistance to 
DDT in the secondary vectors A. vagus, A. hyrcanus and A. subpitus; and the protection of 

populations under the threat of war in the border regions. He hoped that Viet Nam's cooperation 
with WHO and with other countries in his Region would be continued and extended. 
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Dr YUNUS DEWAN (Bangladesh) said his country had one of the highest levels of malaria 
prevalence. Some 50 years ago every Bangladeshi had suffered malaria at least once in his 
lifetime, and many had died. He himself had had the disease every year from 1935 -1945. 
With international cooperation, including that of WHO, a vertical malaria eradication project 
had been started in 1960, and by 1970 malaria had been under control. However, during the 
liberation war of 1971 control measures had lapsed, and subsequently Bangladesh refugees had 
re- entered from India, leading to an upsurge in malaria. Malaria control projects had since 
been incorporated in the Bangladesh integrated health programme. However, new cases of malaria 
were continuing to reappear, particularly in the hilly areas on the borders with India and Burma, 
but also on the plains. The problem had been studied by national and international authorities. 
The latter, with the active participation of WHO, had recommended steps to be taken by the 
Bangladesh Government in research, training, surveillance aid administrative control. 
Bangladesh was a poor country, aid difficulties had been encountered in implementing these 
recommendations, especially regarding the provision of adequate amounts of DDT and other 
chemicals to control vectors, adequate amounts of antimalarials, and transport and spraying 
equipment. Health workers were carrying out surveillance and collecting blood smears from 
affected areas, and undertaking other control measures as soon as cases were reported. Joint 
measures were being undertaken with India and Burma. Unfortunately, malaria was not the only 
problem in Bangladesh, and the country would require substantial international aid to assist 
in combating the disease. Several countries had already requested and been supplied with 
details of the country's needs. He thanked all those countries and organizations that had 
already extended their help to his country. 

Dr ODDO (Italy) said that he had two general comments to make. The first was that the 
data given in the Director -General's report showed that the world malaria situation was 
beginning to stabilize. For Africa, however, the information was still fragmentary and gave 
only a very incomplete picture of the true position. The second comment related to the 

successes achieved in Mauritius and Reunion. He did not wish to underestimate those results, 
but his delegation considered that a structured and coordinated regional programme having 
short -, medium- and long -term objectives was lacking for the remainder of Africa. The absence 
of such a programme had led the Thirty- second World Health Assembly to adopt resolution 
WHA32.35, which called on the Director -General to undertake certain activities aimed at 
strengthening WHO's functional structure, especially at the regional level. It had also 
requested that higher priority should be given to malaria control in future programme budgets. 

He would like to know what it was intended to do in pursuance of that resolution, and 

particularly in the African Region, which was the source of practically all cases of imported 
malaria in Italy during the past five years. The Member States of the European Region, and 

particularly those which had suffered from malaria in the past, could not hide their concern 
at the continuing increase in imported cases, most of which were due to P. falciparum. Vast 

receptive areas existed in some of those countries, whose vulnerability was steadily growing 

with the sharp increase in population movements both to and from endemic malaria zones; those 

factors could lead to a resurgence of local malaria transmission and the re- establishment of 

endemicity. 
In view of that situation, the European countries had realized the importance of the 

problem and of measures to prevent the reintroduction of the disease into former malarious 
areas of Europe, and the need to establish a surveillance system for tropical diseases in 

general and malaria in particular. Those questions had been discussed at three intercountry 

meetings, thanks to close cooperation between the countries concerned and the WHO Regional 
Office for Europe. It had been concluded at those meetings that the world would have to live 

with malaria for a number of years yet, and that the countries where it was endemic were 

handicapped mainly by the lack of resources, expertise and manpower. For that reason, the 

industrialized and the developing countries should cooperate in research, the training of 

personnel, and the implementation of appropriate control programmes. 

The Italian Government was therefore convening a conference, to be held in Cagliari in 

October, to be attended by the countries of the European Region and the main bilateral 

assistance agencies. In the meantime, it had financed the production of a film on malaria 

control, and was organizing international training course: on malaria and other tropical 

parasitic diseases. 

Dr BOOTH (Australia) said that malaria had been eradicated from the Australian mainland 

in 1962; a WHO evaluation team had visited the country in early 1980 with a view to declaring 
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Australia malaria -free. Some parasite activity had been occasionally seen in the Torres 

Strait Islands; on the mainland, however, only imported cases had been recorded. After a 
dramatic resurgence of the disease over the decade, there had recently been a falling off; 

the world situation, however, was at a point of delicate balance. 
There were no grounds for optimism. It was not only that statistics might be inaccurate, 

but also that reporting of new cases might not reflect the true prevalence of the disease. 

The increasing reports of chloroquine- resistant P. falciparum should also be borne in mind. 

There had been an increase in new cases of malaria in some countries in the Western 
Pacific Region, but a decrease in others. That was clearly a matter of interest to the 
Australian Government, which had contributed financially to the Special Programme for Research 
and Training in Tropical Diseases and assisted certain countries control programmes through 

the Commonwealth Institute of Hеalth. The number of cases of malaria entering Australia had 

increased from 255 in 1975 to a provisional figure of 443 in 1979, but P. falciparum cases 
had increased disproportionately over that period; some had shown chloroquine resistance. 

The proportion of cases entering Australia from countries that had recorded a decrease in 

new cases was, however, the same as that for countries recording an increase. It was necessary 

to determine, therefore, whether the prevalence of the disease in the Region, as distinct 
from the new case incidence, was actually falling. 

Australia therefore endorsed the suggestion that, wherever malariogenic potential existed, 
there was a danger of epidemic resurgence. For that reason, it supported the programmes for 

continuing and upgrading training, consultant services, supplies and equipment, and information 
exchange. Malariology knowledge and skills were needed in non- malarious countries, and 

especially in receptive countries in which the disease had been eradicated. 

There was a need for innovative research programmes. Human and other resources, however, 

were the essential factor in progress towards the ultimate elimination of malaria. 

Dr JONES (Guyana) said that, in the 1960x, Guyana had managed to interrupt transmission, 
but malaria had subsequently returned. Guyana's problems were similar to those of other 
developing countries. The resurgence had been due to financial constraints which had limited 
supplies of insecticides and drugs, and impeded communication. Chloroquine- resistant 
P. falciparum cases had occurred in one of the affected areas, and population movements 
increased the danger of malaria spreading. Economic development measures might create routes 
by which malaria could spread rapidly to the densely populated areas of the country. 

All staff, and particularly those in the malarious areas, needed training, and greater 
use of primary health care was essential. He agreed with the delegate of the Netherlands 
that changes must be introduced with great caution. 

Entomological research was urgently needed, and should involve field workers, since that 
would stimulate greater interest and participation; without that, the programme would not 
make progress. 

In Guyana, the behaviour of A. darlingi, the traditional vector, appeared to have changed. 
No insecticide resistance had been found, but transmission was still continuing. There should 
be greater emphasis on epidemiology; that would lead to a more effective use of the resources. 

Dr BRAGA (Brazil) said that, in Brazil, certain problems with regard to malaria had 
recently appeared as a result of the opening up of new areas to agriculture and settlement, 
e.g. in the Amazon region. In those areas many cases of chloroquine- resistant P. falciparum 
malaria had occurred. A. darlingi was an important vector of the disease in Brazil, probably 
because the settlers' dwellings were of very simple construction, and practically without 
walls on which residual insecticides could be deposited. He was sure that, eventually, malaria 
would be eliminated from those areas or be brought under control. Some 11 million people 
currently lived in the regions concerned, which had an area of about 3.5 million square kilo- 
metres. He was sure that, with the collaboration of WHO, Brazil would be able to deal with 
the situation. 

Dr FERREIRA (Mozambique) endorsed the remarks made by other delegates on the Director - 
General's report. Mozambique had adopted a malaria control strategy that took account of the 

limited resources available and was adapted to the health care system that was being estab- 
lished. The objectives were modest: to decrease general mortality due to malaria, to decrease 
both morbidity and mortality among groups at risk, controllable groups, and groups of major 
economic interest, and to decrease transmission among those groups. The methods used comprised 
chemoprophylaxis for the three groups mentioned, treatment of all confirmed or suspected cases, 
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and promotion of simple environmental health measures. Some field investigations had also 
been started, including the comparison of different chemoprophylactic regimes, assessment of 
the effectiveness of combined chemoprophylaxis and vector control, and the search for 
chloroquine- resistant P. falciparum. Periodic measurements of prevalence rate had also been 
made as a means of assessing the effectiveness of the strategy at the national level. 

From the experience gained, her delegation believed that a malaria control programme 
could not be developed in the absence of a health infrastructure. Malaria control activities 
must be an integral part of primary health care, and would be successful only if the partici- 
pation of the population groups concerned could be guaranteed. Account must be taken, in 
the malaria control strategy, of regional variations, and epidemiological and operational 
research in the field was necessary in order to select the best methods for each situation. 
Malaria control measures were expensive, even at the modest level chosen in Mozambique; 
programme costs would be increased by a factor of four or five if they were introduced on 
a large scale. Such a large -scale programme could be carried out only with massive inter- 
national cooperation, until such time as the economic development of the country would enable 
it to bear the entire costs. 

WHO had major responsibilities in developing malaria control in the developing countries, 
and should therefore continue its efforts in connexion with the training of staff and promoting 
research on malaria in the endemic countries. There was a particular need for training of 
malariologists and entomologists in the African Region; for research on biological methods of 

vector control, so as to replace chemical methods, since the latter were continually increasing 

in cost, and the vector was capable of developing resistance to them; and for more experts 
to assist in country or intercountry malaria control programmes. 

In comparison with other technologically less complicated programmes - such as the 

Expanded Programme on Immunization - the number of intercountry teams involved in the malaria 
programme was insufficient. One of those teams was based in Maputo, but its leader had been 
absent since September 1978. She would like to know the number of countries that each team 
was supposed to cover. National activities were not receiving regular support. The necessary 
resources should be sought so that the number of teams could be increased; they would then 
be able to provide effective support for malaria control activities in the countries of the 
African Region. 

Dr BEAUSOLEIL (Ghana) said that he had hoped to receive answers to specific questions as 
to the activities in progress in the African Region. However, since the regional offices, 
and particularly the Regional Office for Africa, were not adequately represented, he would 
simply ask toe Secretariat to provide information on what headquarters and the Regional Office 
for Africa were doing to overcome African inertia. 

Dr LEPES (Director, Malaria Action Programme) said that he would begin by replying to a 
number of technical questions. The new drug mefloquine that had been mentioned had been known 
for a considerable number of years. Testing would require a further two years for completion. 
It was not WHO's responsibility, however, to say when it would be available on the market. 
The extract of Artemisia annua L., used in traditional Chinese medicine, had also been tested 
over a number of years, and some information on it was available. Much of the technical 
information requested by delegates would be found in document 142/80.1. 

Where WHO, in cooperation with UNIDO, could help was in assisting countries in connexion 
with the synthesis or formulation of antimalarial drugs. That, however, would depend on the 
decision of the government concerned. He could give no assurance that drugs produced in 
countries would be cheaper than those imported from abroad. A number of the larger developing 
countries, such as Brazil, India and Nigeria, would be able to undertake drug synthesis or 
formulation; both Brazil and India, in fact, had already started to do so. 

The old question of simian malaria had been raised. Human parasites did not enter apes 
or monkeys, so there was no need to worry about zoonoses. Individual infections had occurred 
in the past, but they did not constitute a danger. 

He could readily agree with the statements that had been made about activities in 
countries. It was clear that there was a need for increased training of personnel, more 
research institutions and increased budgetary allocations. 

It had already been stated that, in some hyperendemic and holoendemic areas, transmission 
could not be interrupted with the available technology. That technology, nevertheless, could 

reduce the malaria burden in many countries if it was intelligently and rationally selected. 
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It was for that reason that the Director -General had emphasized the need for a flexible 

epidemiological approach. Progress was also being made in the search for new tools in the 

struggle against malaria, and particularly for new and better drugs. 
No particular emphasis had been placed, in the document, on primary health care, but 

reference had been made the previous year to the inclusion in a number of countries of malaria 

control activities in primary health care. At the Seventh Asian Malaria Conference, to be 

held in the present year, one- quarter of the time would be allocated to discussing how best 
malaria control could be integrated into the primary health care system. 

The delegate of the Netherlands had asked for information on research and training in 
relation to the regular budget and other sources of funds. Document A33/INF.DOC./1 was not 

intended to be comprehensive, and merely listed the various projects and training activities. 
Training had been specially concerned with the problem of the resistance of P. falciparum to 
drugs. 

The figure of $ 10 million for antimalarial drugs for the African Region was based on the 

estimate that that Region would require one billion tablets of chloroquine annually for use 

in primary health care for reducing and preventing malaria mortality, shortening the duration 
of the disease, and reducing morbidity as much as possible. The figure related purely to the 

purchase of antimalarial drugs. The amount required for training activities was $ 3 million. 
With regard to the question of preventing the reintroduction of malaria into Europe 

and the Americas, the vigilance shown in those regions was of great importance. 
The Regional Director for Africa had reported to the Executive Board on WHO's activities 

in that Region. Intercountry teams existed, and WHO was cooperating with Member States in 
developing programmes to deal with specific problems. Since the beginning of 1980 plans 
had been drawn up by two countries: the Comoros had a nine -year, but it was not 
clear where the financial resources for implementing it would come from; Angola had also 
drawn up a plan, funds for which would be provided by SIDA. Intercountry teams had cooperated 
with some 11 or 12 countries during the past year. In general, activities in Africa would 
increase in line with resolution WHA32.35. That should lead to an improvement in the situation 
there. WHO had also cooperated with USAID; the latter had taken the initiative of organizing 
a meeting in Washington in December 1979, at which certain criteria had been laid down; on 
the basis of those criteria, two teams had visited a number of African countries and collected 
information. Another meeting had been held in March of the present year, at which the 
strategies for African countries had been discussed and laid down. 

Technical tools and methods had been discussed, but he again stressed that, in spite of 
deficiencies in those tools and technical problems, what was essential was that the national 
will should be expressed through political support for long -term malaria control activities. 
Malaria control must be an integral part of health programmes, primary health care must include 
malaria control, and community participation must be secured. • The CHAIRMAN suggested that, to sum up the discussion, a decision be approved for submis- 
sion to the Health Assembly. 

Mr VOHRA (India), Rapporteur, read out the following draft decision which he suggested 
should be transmitted to the Health Assembly: 

The Thirty -third World Health Assembly reviewed the progress report by the 
Director -General on the malaria control strategy and noted that the Executive Board 
would undertake a more detailed study on the implementation of the strategy. 

It was so agreed. 
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2. WORKERS' HEALTH PROGRAMME (PROGRESS REPORT): Item 28 of the Agenda (Document A33/A/Conf. 
Paper No.7 Rev.1) (continued) 

The CHAIRMAN invited the Committee to consider the following draft resolution which 
included the amendments that had been proposed at the previous meeting: 

The Thirty -third World Health Assembly, 
Having examined the summarylof the programme of action on workers' health, contained 

in the Director -General's report on this subject; 

Confirming the importance and validity of resolution WHA32.14 which views with much 
concern the magnitude of health problems suffered by the "underserved working popu- 
lations", mainly workers in agriculture, small industries and construction, as well as 
migrant workers, who constitute the majority of working populations throughout the world; 

Aware of the growing health problems related to child labour, where applicable; 
Stressing the particular obligations of all those responsible in the government, the 

economy and other sectors of society for the establishment and maintenance of safe working 
conditions and thus for meeting the requirements of workers' health protection; 

Convinced that there is a growing need for a new perspective integrating occupational 
health in the primary health care of "underserved" working populations, particularly in 
the developing countries; 

Recalling that, for setting and implementing strategies for health for all by the 

year 2000, it is necessary to promote occupational health services and to strengthen 
institutions, training and research in this field; 

Noting that the response to the call for voluntary contributions to this field has 

so far been limited; 

1. ENDORSES the programme of action on workers' health summarized in the progress 

report and requests the Director -General to implement it; 

2. URGES Member States to pay special attention to the provision of health care to 

working populations, particularly "underserved workers ', including migrant workers and 

working children, where applicable, and to contribute financially to WHO's programme of 
action in this field; 

3. INVITES industries, voluntary agencies, nongovernmental organizations and individuals 

to contribute, both in funds and in kind, to WHO's work in this field; 

4. REQUESTS the Director -General: 

(a) to implement in decisive steps the programme of action on workers' health, 

taking into account the proposals for the Organization's future activities made 
during the discussions; 

(b) to support the developing countries in ensuring safe working conditions and 

effective protective measures for workers' health in agriculture and in industrial 

enterprises which already exist or which will be set up in the process of 

industrialization by using the experience gained in this field by developing 

countries and by designating more WHO collaborating centres for occupational health 

in these countries: 

(c) to approach governments and other potential donors to seek extrabudgetary 

funds for the Voluntary Fund for Health Promotion to be used for implementing this 

programme; 

(d) to continue his dialogue with ILO and other United Nations agencies with a 

view to developing mechanisms of coordination and strengthening cooperation in this 

field; 

(e) to develop guidelines concerning the role of ministries of health, where 

applicable, in the field of workers' health, occupational health and control of the 

working environment; 
(f) to submit progress reports to future Health Assemblies on the implementation 

of this programme of action. 

1 Document А33/12. 
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Second preambular paragraph 

Dr ARGUEDAS (Bolivia) proposed the insertion of the words "miners and" before "migrant" 

in the third line. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) suggested that it might be 

more appropriate to insert the word "mining" between "agriculture" and "small industries" in 

the same line. 

Mrs BRUGGEMANN (Secretary) said that the second preambular paragraph confirmed only the 

issues dealt with in resolution WHA32.14. Since the Committee had agreed at the previous 

meeting to introduce a separate paragraph on child labour, namely the third preambular para- 

graph, it might be best to insert the words "and mining" in the second line of that paragraph 

after the words "child health ". 

It was so agreed. 

Third preambular paragraph 

Professor SENАULТ (France) said that, as a matter of drafting affecting the French text 
only, the first line of the third reambular paragraph should read "... que pose l'utilisation 
des enfants comme main d'oeuvre ". 

Operative paragraph 2 

Dr HUYOFF (German Democratic Republic) maintained his proposal to delete the word 

"financially" in the penultimate line, in order to avoid restricting the ways in which Member 
States might contribute to the programme. 

Dr ROGOWSKI (Poland) maintained his support for that amendment. 

Dr OSMAN (Sudan) opposed that deletion in view of the great importance of obtaining 

financial support. 

Professor DOÚ�RAMACI (Turkey), supported by Dr OSMAN (Sudan), proposed that the phrase 

read: "to contribute financially and in all other ways... ". 

Dr HUYOFF (German Democratic Republic) accepted that proposal as a compromise. 

Dr BOOTH (Australia) proposed the words "financially and otherwise ". 

Dr ROGOWSKI (Poland) proposed "and/or", instead of "and ". 

It was agreed that the penultimate line should be amended to read: "...to contribute 

financially and /or otherwise to WHO's Programme... ". 

Operative paragraph 4(a) 

Dr OSMAN (Sudan) proposed that the following words should be added at the end of the 

paragraph: "and allocate necessary funds in the regular budget for this purpose ". 

The amendment was adopted. 

Operative paragraph 4(b) 

Dr OSMAN (Sudan) proposed that in the fourth line the word "gained" should be replaced by 
the word "available "; and that the words "both industrialized and" should be inserted before 
the word "developing". He also proposed that in the last line the words "these countries" 
should be replaced by the words "the developing countries ". 
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Dr ARGUEDAS (Bolivia) proposed that the words "mining and" should be inserted before 

"industrial" in the second line. 

The amendments were adopted. 

Operative paragraph 4(e) 

Dr ROSDAHL (Denmark) said that, while he understood the reasons for the amendments 

proposed by the delegate of Oman at the previous meeting, he still felt that it would be 

inappropriate to request the Director -General to develop guidelines on the role of ministries 
of health. He therefore proposed that the paragraph should be redrafted to read: "to study 

the various models of the role of ministries of health in the field of occupational health and 

control of the working environment and to cooperate with Member States, upon request, by 

submitting guiding principles based on the different models for use by requesting countries ". 

Professor SENAULT (France) said that he appreciated the reasons for the amendment 
proposed by the delegate of Oman. However, in the light of his statement at the preceding 
meeting and the reservations expressed by the United Kingdom delegate, he proposed that the 

beginning of the paragraph should be redrafted on the following lines: "to develop, where 
applicable, guidelines concerning the role of the ministries concerned in the field of workers' 

health . . . ". That would leave the way open for adaptation in particular circumstances. 

Dr OSMAN (Sudan) proposed the following version on behalf of the delegate of Oman, who 

had unfortunately been called away on urgent business: "to develop guidelines concerning the 

role of various governmental bodies, including health ministries, in the field of occupational 
health and control of the working environment, in close cooperation with ILO and other United 
Nations agencies." 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) suggested that the 

delegates of Denmark and Sudan (on behalf of the delegate of Oman) should combine their 
amendments, since they had so much in common. 

The CHAIRMAN suggested that a small working group, composed of the delegates of the 

United Kingdom, Sudan, Denmark and France, with the help of a member of the Secretariat, should 
produce a combined text. 

It was so agreed. 

Dr COHEN (Director, Programme Promotion (Director -General's Office)) reported that the 

group had agreed on the following text by consensus: "to study, in cooperation with ILO and 
other United Nations agencies concerned, different examples of the role of various ministries 
in the field of occupational health and control of the working environment and to cooperate 
with Member States upon request by offering guiding principles based on these studies." 

The amendment was adopted. 

The draft resolution, as amended, was approved. 

Э. FOLLOW -UP of WHO/ UNICEF MEETING ON INFANT AND YOUNG CHILD FEEDING: Item 23 of the Agenda 

(continued) 

The CHAIRMAN drew the Committee's attention to the following draft resolution which had 

been prepared by the drafting group and thanked the group for their assiduity: 

The Thirty -third World Health Assembly, 

Recalling resolution WHA27.43 of the Twenty - seventh World Health Assembly on "Infant 

nutrition and breast - feeding" and resolution WHA31.47 which in particular reaffirmed that 

breastfeeding is ideal for the harmonious physical and psychosocial development of the 

child, that urgent action is called for by governments and the Director -General in order 
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to intensify activities for the promotion of breastfeeding and development of actions 

related to the preparation and use of weaning foods based on local products, and that 

there is an urgent need for countries to review sales promotion activities on baby foods 

and to introduce appropriate remedial measures, including advertisement codes and 

legislation, as well as to take appropriate supportive social measures for mothers 

working away from their homes during the lactation period; 

Recalling further resolutions WHA31.55 and WHA32.42 which emphasized maternal and 

child health as an essential component of primary health care, vital to the attainment 

of health for all by the year 2000; 

Recognizing that there is a close interrelationship between infant and young child 

feeding and social and economic development, and that urgent action by governments is 

required to promote the health and nutrition of infants, young children and mothers, 

inter alia through education, training and information in this field; 

Noting that a Joint WHO/UNICEF Meeting on Infant and Young Child Feeding was held 
from 9 to 12 October 1979, and was attended by representatives of governments, the 

United Nations system and technical agencies, nongovernmental organizations active in 
the area, the infant food industry and other scientists working in the field; 

1. ENDORSES in their entirety the statement and recommendations made by the joint 
WHO/UNICEF meeting namely on the encouragement and support of breastfeeding; the 

promotion and support of appropriate weaning practices; the strengthening of education, 
training and information; the promotion of the health and social status of women in 
relation to infant and young child feeding; and the appropriate marketing and distri- 
bution of breastmilk substitutes. This statement and these recommendations also make 
clear the responsibility in this field incumbent on the health services, health personnel, 
national authorities, women's and other nongovernmental organizations, the United Nations 
agencies and the infant food industry, and stress the importance for countries to have a 
coherent food and nutrition policy and the need for pregnant and lactating women to be 

adequately nourished. The joint meeting also recommended that "There should be an 
international code of marketing of infant formula and other products used as breastmilk 
substitutes. This should be supported by both exporting and importing countries and 
observed by all manufacturers. WHO/UNICEF were requested to organize the process for 
its preparation, with the involvement of all concerned parties, in order to reach a 

conclusion as soon as possible "; 

2. RECOGNIZES the important work already carried out by the World Health Organization 
and UNICEF with a view to implementing these recommendations and the preparatory work 
done on the formulation of a draft international code of marketing of breastmilk 
substitutes; 

3. URGES countries which have not already done so to review and implement resolution 
W1А27.43 and resolution WHA32.42; • 4. URGES women's organizations to organize extensive information dissemination 
campaigns in support of breastfeeding and healthy habits; 

5. REQUESTS the Director -General 

(1) to cooperate with Member States on request in supervising, or arranging for 
the supervision of the quality of infant foods during their production in the 
country concerned as well as during their importation and marketing; 
(2) to promote and support the exchange of information on laws, regulations, and 
other measures concerning marketing of breastmilk substitutes; 

6. FURTHER REQUESTS the Director -General to intensify his activities for promoting the 
application of the recommendations of the joint WHO/UNICEF meeting and, in particular: 

(1) to continue efforts to promote breastfeeding.as well as sound, supplementary 
feeding and weaning practices as a prerequisite to healthy child growth and 
development; 

(2) to intensify coordination with other international and bilateral agencies for 
the mobilization of the necessary resources for the promotion and support of 
activities related to the preparation of weaning foods based on local products in 
countries in need of such support and to collate and disseminate information on 
methods of supplementary feeding and weaning practices successfully used in • 
different cultural settings; 
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(Э) to intensify activities in the field of health education, training and 
information on infant and young child feeding, in particular through the preparation 
of training and other manuals for primary health care workers in different regions 
and countries; 

(4) to prepare an international сodе'of marketing of breastmilk substitutes in 
close consultation with Member States and with all other parties concerned including 
such scientific and other experts whose collaboration may be deemed appropriate, 
bearing in mind that: 

(a) the marketing of breastmilk substitutes and weaning foods must be 
viewed within the framework of the problems of infant and young child feeding 
as a whole; 
(b) the aim of the code should be to contribute to the provision of safe 
and adequate nutrition for infants and young children, and in particular to 
promote breastfeeding and ensure, on the basis of adequate information, the 
proper use of breastmilk substitutes, if necessary; 
(c) the code should be based on existing knowledge of infant nutrition; 
(d) the code should be governed inter alia by the following principles: 

(i) the production, storage and distribution, as well as advertising 
of infant feeding products should be subject to national legislation or 
regulations, or other measures as appropriate to the country concerned; 

(ii) relevant information on infant feeding should be provided by the 
health care system of the country in which the product is consumed; 

(iii) products should meet international standards of quality and 
presentation in particular those developed by the Codex Alimentarius 
Commission and their labels should clearly inform the public of the 
superiority of breastfeeding; and 

(e) to submit the code to the Executive Board for consideration at its 
sixty - seventh session and for forwarding with its recommendations to the 
Thirty- fourth World Health Assembly, together with proposals regarding its 
promotion and implementation, either as a regulation in the sense of 
Articles 21 and 22 of the Constitution of the World Health Organization or as 
a recommendation in the sense of Article 23, outlining the legal and other 
implications of each choice; 

(5) to review the existing legislation for enabling and supporting breastfeeding, 
especially by working mothers in different countries, and to strengthen the 
Organization's capacity to cooperate on the request of Member States in developing 
such legislation; 
(6) to submit to the Thirty- fourth World Health Assembly, in 1981, and thereafter 
in even years, a report on the steps taken by WHO to promote breastfeeding and to 

improve infant and young child feeding, together with an evaluation of the effect 
of all measures taken by WHO and its Member States. 

Dr SHWE TIN (Burma), Chairman of the drafting group, introduced the draft resolution, 

saying that the drafting group had reviewed all the many amendments submitted. It had become 

clear to the group during its four meetings that it had to deal, not only with questions of 

drafting, but also with questions of principle. Fortunately a consensus had been achieved. 

Dr FIELD (United Kingdom of Great Britain and Northern Ireland) noted that the (e) in 

subparagraph 6 (4) should be replaced by the word "and" in order to link the words following 

it to the main body of paragraph 6 (4). 

Dr BRYANT (United States of America) introduced the following two proposed amendments 

to the draft resolution: 

(1) in subparagraph 6 (4), the deletion of the words "in close consultation with 

Member States and" and their replacement by the words "by convening a working group of 

all interested Member States, and by consulting "; 

and 

(2) in subparagraph 6 (4)(e), the deletion of the words "for forwarding with 

recommendations" and their replacement by the words "and, as appropriate and necessary, 
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to the working group of Member States for further review before presentation "; also the 

insertion, after the word "Assembly," of a semi -colon and the words "the code should be 

submitted ". 

He explained that it was with the greatest reluctance that his delegation had submitted 
the amendments before the Committee. His delegation had participated in the hard work of the 

drafting group which had prepared the text and he apologized to its members, and particularly 
to the original sponsor and the Chairman of the group for reverting to the matter after the 
completion of their work. His Government, however, wished to express its concern regarding 
one particular aspect. 

The purpose of the United States amendments was to provide clearly and explicitly for 
a role to be played by the governments of Member States in the preparation of the draft code. 

The text as presented provided for "consultation" with Member States and for review by the 

Executive Board and the Health Assembly. His Government believed that that was not explicit 
enough and wished to make it clear that when governments were asked to adopt a formal agreement 
of the nature of an international code, that agreement should be discussed and negotiated in 
detail by the governments themselves. That was the practice regarding the preparation of 
codes in the United Nations Economic and Social Council, UNCTAD, ILO and other parts of the 
United Nations system. The proposal did not imply any lack of respect for, or of confidence in, 
the WHO Secretariat but simply called attention to the need to maintain an orderly and common 
system of preparation for all codes. Indeed, the experience of the drafting group had made 
clear the need for a mechanism in which frank exchanges of views and adjustments of wording 
were possible. 

In the first amendment the intention was to make it explicit that a consultative meeting 
with Member States would be held prior to the referral of the draft code to the Executive 
Board. His delegation was open to suggestion from the Secretariat as to another form of 
words to express that intention. The intention behind the second amendment was to make 
explicit the possibility that the Director -General or the Executive Board might wish to seek 
further consultations with Member States between the meeting of the Executive Board and the 
World Health Assembly. There was no intention to encroach on the prerogatives or authority 
of the Executive Board, but simply to make clear that the governments of Member States 
might, if appropriate and necessary, be called into consultation by the Director -General and 
the Executive Board. Again, he was willing to accept another formulation to express that 
thought. 

The amendments would not exclude the government of any Member State. In particular, it 
was desirable that the consultative groups should include representatives of as many developing 
countries as possible. Indeed, he had noted with regret that the drafting group which had 
prepared the draft resolution had included very few representatives from developing countries. 
That was especially unfortunate since the problem of infant malnutrition the draft resolution 
dealt with arose primarily in developing countries. It was, he thought, the intent of all 
delegations present and of the Secretariat that the developing countries should participate 
in the negotiation of the code. 

He stressed that his proposed amendments were not intended to slow down the development 
of the code, since the timetable would remain the same. In that connexion, it would be 
appreciated if the Secretariat could restate the steps for consulting with governments that it 
intended to pursue in the coming year. 

In conclusion, he reiterated his Government's strong support for improved approaches to 
the problems of infant malnutrition and breastfeeding, as well as to the problems of improper 
marketing practices for breastmilk substitutes. The concern expressed in the amendment 
related only to the process by which a draft code was prepared. 

Dr MIRK (Norway) stressed the many hours of hard work that had gone into the preparation 
of the draft resolution before the Committee. He moved the closure of the debate in accordance 
with Rule 63 of the Rules of Procedure. 

Professor DO�RAMACI (Turkey) speaking against closure, said that a continuation of the 
debate would perhaps make the United States amendments more understandable. 

The motion for closure was adopted by 51 votes to 1, with 13 abstentions 



A33 /A /SR /16 
page 20 

The CHAIRMAN invited the Committee to vote on the two United States amendments. 

The first United States amendment was rejected by 42 votes to 11, with 13 abstentions. 

The second United States amendment was rejected by 43 votes to 8, with 13 abstentions. 

The CHAIRMAN then invited the Committee to vote on the draft resolution prepared by the 
drafting group. 

The draft resolution was approved by 66 votes to none, with 2 abstentions. 

Dr BRYANT (United States of America) said that although his delegation had joined the 
consensus on the issue before the Committee, it was seriously concerned over the mechanism 
that had been created for the further elaboration of a draft code. In particular, his 
Government did not wish the present decision to be considered as a precedent for the drafting 
of codes of conduct in other organizations of the United Nations system, where intergovernmental 
groups were the accepted way of carrying out such business. His delegation had joined the 
consensus because it understood that the process to be pursued by WHO in developing the code 
would permit the fullest possible consultation with governments concerning its provisions, 
including the opportunity for discussion and negotiation between interested governments. The 
statement that in the course of the process the Director -General would, as always, be guided by 
the counsel provided by all interested governments was greatly appreciated. 

Dr LAW (Canada) associated herself with the reservations expressed by the delegate of the 
United States of America. 

4. THIRD REPORT OF COMMITTEE A (Document А33/52) 

Mr VOHRA (India), Rapporteur, read out the draft third report of Committee A 
(document А33/52). 

The draft third report of Committee A was adopted. 

5. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the Committee • 
completed. 

The meeting rose at 18h00. 


